extraocular muscle palsy. Facial muscles, facial sensation and corneal reflexes were all normal, as was her hearing. Soft palate and tongue were normal. Lacrymation and salivation were normal.
Pressure on the left anterior neck overlying the carotid sinus immediately produced a "metallic" taste on the left posterior tongue. Heart rate on ECG was slightly decreased by the carotid pressure. Pressing the right side of the neck did not produce any gustatory sensation. Superficial sensation of the tongue and pharynx was normal, and taste sensation was normal over the tongue. Cranial nerves were otherwise normal. There were no motor or sensory abnormalities in the limbs except for loss of ankle reflexes bilaterally even with reinforcement. The skin was moderately moist. There was no sphincter impairment. The supine BP of 122/88 fell to 96/0 on standing although the patient did not complain of any dizziness and the pulse rate did not change.
Laboratory tests including complete blood count, blood sugar, ESR, CRP, serum protein fraction, RA test, anti-nuclear antibody, anti-DNA antibody, anti-RNP antibody, LE tests and ECG were all normal or negative. During hyperventilation, the heart rate increased from 66 to 96 beats per minute. Needle EMG showed no abnormality. The conduction velocity of the posterior tibial nerve and the sural nerve was 43 and 44 ms, respectively. The distal motor latency of the right posterior tibial nerve was 5-1 ms with the amplitude of the evoked EMG being 5 mV. Neither H-reflex nor Treflex could be elicited in the gastrocnemius muscles.
The diagnosis of Holmes-Adie syndrome was made based on the presence of a tonic pupil associated with overactive response to methacholine and the absence of ankle jerks which was proved by H-reflex study. There were at least two more features in the present case: orthostatic hypotension and a unique syndrome consisting of gustatory sensation elicited by pressure applied to the carotid sinus ofthe same side. Johnson et al' reported two patients with Holmes-Adie syndrome accompanied by orthostatic hypotension. Their cases were found to have afferent block from baroreceptors in contrast to the efferent autonomic block found in most other cases of idiopathic orthostatic hypotension. In our case, it is less likely that the orthostatic hypotension was due to the afferent baroreceptor block because the heart rate responded normally to the carotid massage.
The most unusual feature in our case was the "metallic" taste sensation elicited in the left posterior part of the tongue by pressing the anterior neck on the same side. To our knowledge this phenomenon has not been described previously. The It was then determined which side of the body showed greater involvement by totalling the ratings for tremor, rigidity and alternating movement impairment for each side. If the total score was one rating point or more different between sides, the side with the higher score was deemed primarily involved. On this basis, 15 left side and 10 right side dominant patients were identified.
For the left side dominant group the total ratings ranged from 0 to 8 (L mean = 5 9; R mean = 3-0, t < 0 01). For the right side dominant group they ranged from 0 to 7 (L mean = 22; R mean = 49, t < 001). The groups are significantly different for the side of the body most affected.
To determine the total symptom severity for each patient, ratings of bradykinesia and impaired function were added to those of tremor and rigidity.
A modification of the Randt Memory Test3 was used to evaluate memory functions. Pseudotumour cerebri with focal neurological deficit
Hemiparesis associated with facial nerve palsy developed in a patient with pseudotumour cerebri' and resolved after treatment. A 29 year old right handed obese female had onset ofheadaches, numbness ofthe right side of the face, altered taste sensation, and tingling and weakness of the right arm and right leg ten days before admission on 20 January 1988. The headache was described as a severe pressure-like sensation with predominance in the occipital region associated with some nausea. She experienced blurring of vision four days before admission which gradually became worse. Five days before the admission the weakness and numbness also increased.
Past medical history included a left Bell's palsy in May 1986 which resolved completely in one and a half months. At that time she also had blurring of vision and severe bifrontal headache associated with nausea and vomiting. The diagnosis of pseudotumour cerebri was made based on the CT scan which showed small ventricles and the lumbar puncture which revealed an opening pressure of 300 mm ofwater in fully extended position. She was obese (199 lbs), and had papilloedema and increased central scotoma. The patient was treated with tapering doses of prednisone and Diamox. She had complete resolution of headache and visual problems after reducing 40lbs over a period of four months. The patient has remained free of symptoms 
